relevant to their discipline. Specific tasks for which respondents felt least prepared included: caring for patients with HIV/AIDS (family practice) or nurs ing home patients (internal medicine); performance of spinal surg ery (orthopaedic surgery) or abdominal aortic aneurysm repair (general surgery); and management of chronic pain (anaesthesiology). A study by Grant et al. , [5] also in the USA, showed that residency training prog ram mes do not prepare the residents for the cases they see in practice.
At the University College Hospital (UCH), Ibadan, Nigeria, anecdotal reports of complaints from residents mirror those documented in the literature. These complaints range from a shortage of human resources to heavy workloads that hinder learning, inadequate consultant supervision, lack of structure in residency training programmes and inadequate remuneration. In contrast, anecdotal reports from some consultants (trainers) describe residents as 'lazy' and 'unteachable' . Since no previous study has evaluated residency training in Nigeria, we sought to design a study to document the problems faced by residents at UCH.
Objectives
Our objective was to assess residency training in an institution accredited for postgraduate medical training in Nigeria, to assess psychological distress, and to look for any association between residency training and psychological distress.
Methods

Subjects
The study population for this cross-sectional study comprised all 250 resident doctors in training at UCH in September 2006. UCH is an 812-bed teaching hospital located in Ibadan, South-Western Nigeria. The estimated population of South-Western Nigeria is about 28 million. [6] The hospital receives referrals from health facilities in the South-Western geopolitical zone and frequently from other geopolitical zones of the country. This survey was conducted under the auspices of the UCH Association of Resident Doctors (ARD), which comprises all resident doctors in the hospital. All specialties involved in training residents had representatives in the Residency Training Committee of the association. These representatives were trained on the study questionnaires to ensure inter-rater reliability and enhance the validity and quality of captured responses. They were then asked to distribute the questionnaires to the target groups.
Questionnaires were distributed to all 250 residents at UCH. Comp leted questionnaires were returned to departmental representatives, and subsequently to the chairman of the Residency Training Committee of the association for compilation, data entry and analysis.
Questionnaires
The questionnaire was divided into two parts: (i) a series of 29 questions assessing the residency training; and (ii) the widely used 12-part General Health Questionnaire (GHQ-12). [7, 8] Residency training questions included items such as 'Did you sit down with your consultant to discuss your educational objectives at the beginning of this posting?' and 'Have you used a logbook in this posting?' Survey questions were modified iteratively by the members of the Residency Training Committee of the ARD to ensure relevance of content, unambiguous wording and appropriateness to training.
The GHQ questionnaire has been used widely to assess overall psychological wellbeing and to detect non-psychotic psychiatric problems, and has good validity, reliability and internal consistency. [9, 10] Questions relating to anxiety, depression, social dysfunction and loss of self-esteem were included. A simple scoring method was applied, with 0 representing the ratings 'not at all' and 'about as much as usual' , and 1 representing 'more than usual' and 'strong feeling' . The lowest total score was 0 while the highest total score was 12. Psychological morbidity was calculated using the total score first, and then respondents were divided into cases and non-cases using a cut-off point total score of 2. Total 127* (99.2) *One respondent did not complete this field in the questionnaire. 
Results
There were 128 respondents, 94 (73.4%) male and 34 (26.6%) female. This study population represented 51% of the residents in the hospital. All specialties of the hospital were represented ( Table 1 ). The highest number of respondents (n=24) came from the obstetrics and gynaecology department. Only 28.1% of the respondents had had interaction with their consultants to discuss their educational objectives. Less than 40% had used a logbook in their current posting. Only 36.7% had an induction into the hospital at the beginning of their residency training; however, 56.3% had an induction into their department at the beginning of their residency programme. Less than 20% had an end-of-year assessment in their current or previous postings. Less than 10% felt that their pay was commensurate with the volume of work they did. The majority (60.0%) of those who expected to finish the residency programme within 12 months of conducting the study felt ready to take up a consultant appointment (Table 2) . Most (78.2%) of the respondents rated the supervision they got from their consultants, hands-on experience (92.3%) and support from nurses (82.9%) as good (Table 3) . Among the respondents, 61.8% had <5 hours of formal educational activities per week, and 65.1% had <5 hours of research or private study per week (Table 4) .
With respect to intensity of work, 55.4% reported their workload to be excessive or heavy, while 41.6% felt that it was light or satis factory. Most respondents (81.3%) had never taken their full complement of 28 working days' annual leave. Of those who gave reasons for not taking all their leave, 56% stated that they could not meet their call duty allowance (320 hours) if they did so, and 32% attributed untaken leave to inadequate staffing and work overload.
Psychological distress
Using a cut-off point of 2, psychological distress was present in 48.4% of the subjects. Recorded GHQ-12 scores ranged between 0 and 11, with a median of 1. A significantly higher proportion of respondents who did not interact with their consultants to dis cuss the educational objectives of their current post ing had psychological distress compared with respondents who discussed such objectives with their consultants (Table 5 ). Also, a significantly higher proportion of residents who rated the intensity of work in their curr ent posting as heavy or excessive had psychological distress compared with those who rated the intensity of work as light or moderate.
Discussion
The results of this cross-sectional assess ment show that residents have heavy workloads and little time devoted to formal educational activities; however, supervision by consultants and support from nurses seem to be good in the majority of cases. Of the respondents, >50% described the intensity of the work they did as excessive or heavy, and most residents had never taken their full complement of leave as a result of work pressures. Heavy workload has been shown to influence residents' education negatively, impair educational experience and compromise clinical care. [1] Although very few of the respondents (<30%) had discussed their educational objectives with their consultants, and <20% had done an end-of-year assessment in their current or previous postings, >75% nevertheless described the consultant supervision as good. This paradoxical find ing may be explained by the fact that 'supervision' includes time spent monitoring service delivery as well as educational attainment, an interpretation that is backed up by the fact that 92.5% of residents rated handson experience and skills acquisition as good.
Extensive practical experience is essential for residents in the surgical specialties such as general surgery, and obstetrics and gynaecology, and can be regarded as a positive finding about the training programme. Unfortunately, however, this experience seems to be at the expense of teaching and researchrelated activities necessary to update residents on current scientific trends.
Another area of perceived deficiency was time spent in private study. Formal educational activities such as morning clinical meetings, journal clubs, and morbidity and mortality meetings comprised <1 hour per week for >70% of residents. Among those who responded to this question, 72% reported that no such activities were provided, and 28% reported that they were too busy to attend. However, >30% had at least >5 hours of private study and research per week, suggesting that individual motivation is a likely contributing factor.
For residents who did not do their undergraduate training at UCH, induction sessions were a useful tool for understanding the training programme and the hospital. Less than 40% of residents said they had been through such a session for the hospital in general, although >50% of the residents had department-specific inductions. Despite the perceived deficiency, 60% of the respondents who were within a year of the end of their training felt ready to take up a consultancy position. This outcome is similar to results from a national survey of residents completing their residency in eight major specialties in the USA, where residents in their last year of training at academic health centres rated their clinical preparedness as high despite the fact that >10% of them felt incapable of performing one or more tasks in the their respective specialties. [11] Nearly half (48%) of the respondents met the criteria for current psychological distress. There was a positive correlation between distress and reported intensity of work, and also with the absence of discussions of educational objectives with supervising consultants. The high prevalence of current psychological distress is similar to that reported by a study in Europe done among university hospital physicians. In this study, 42.7% of the participants showed current psychological ill health. [12] Similarly, a systematic review of depression, anxiety and other indicators of psychological distress among US and Canadian medical students showed a high prevalence of depression and anxiety, with levels of overall psychological distress consistently higher than in the general population. The authors concluded that medical school is a time of significant psychological distress for physicians in training. [13] It is therefore logical that residency training, which is even more rigorous, would also induce stress, with associated negative implications for patient care.
In 2003, the Accreditation Council for Graduate Medical Education in the USA issued a directive limiting resident doctors' working hours. Following this recommendation, a study examining the impact of these restrictions on residency training programmes from the residents' perspectives showed that most residents (67%) agreed that their mental health had improved. [14] This finding corroborates the findings of our study of the association of perceived excessive work with psychological distress.
Despite the perceived deficiencies in the current residency training programme at UCH as reported by residents, the study produced some positive findings, including 90% of respondents rating handson experience as good, and >75% rating consultant supervision as good. However, education and research activities seem to have a lower priority than service provision practice. We recommend that, to redress this imbalance, residents should see a limited number of patients at any one time and should be assigned fewer non-educational tasks during training. Attempts should be made to ease emotional stresses and financial pressures and to improve discussion of learning objectives. There should also be an annual assessment of progress.
Study limitation. The low response rate from residents is a limitation of this study.
Conclusion
In conclusion, the current residency training programme at UCH seems to favour service provision over research and education activities, and this imbalance affects residents' perceptions of the programme. There is also evidence to suggest a high prevalence of psychological distress among resident doctors that is related to their self-reported workloads.
